I do not think that anything we can do will prevent a patient with Streptococcus hacmolyti&cus infection from occasionally developing erysipelas, As regards the mastoid operation, when this is necessary, I believe in opening all the cells, and cannot conceive that the length of incision is of any importance so long as it is adequate to expose the cells.
Mr. W. M. MOLLISON: One point of interest in Dr. McKenzie's paper is that regarding throat infection and puerperal sepsis. I had an interesting case of a dentist who caused scarlet fever. He had a practice in a town and also a branch practice in the country. It was noticed, over a considerable period, that cases of scarlet fever developed in patients from whom he had extracted teeth. At first it was put down to accident or other reasons, then a small epidemic arose in his branch practice and it was evident after a time that the dentist himself was the cause of the scarlet fever. He became much worried of course and consulted a senior colleague who referred him to me. Examination of his throat showed ordinarylooking tonsils. However, after due consideration, it was decided to remove them. They were sent to a bacteriologist who had special experience in scarlet fever and as he reported that the streptococci recovered were those commonly associated with that disease-it is reasonable to consider that the epidemic of scarlet fever was due to the tonsils of the dental surgeon. It should be added that afterwards, the cases of scarlet fever ceased in his practice.
Another thing which has interested me lately, is a particular form of erysipelas seen after mastoid operations; the form that causes cedema of the scalp. I have seen three cases in the last year. The most recent one in my mind which illustrates one or two points that Dr. McKenzie has made. The patient was the mother of a boy who had acute bilateral mastoiditis and on whom I had to operate. He made a good recovery though his was one of the very acute cases due to the hbemolytic streptococcus. While he was convalescing his mother developed acute mastoiditis on the right side. The operation presented no difficulties but after about three or four days her condition was not at all satisfactory. Her temperature kept up and she complained of pain in the opposite mastoid and ear. The tympanic membrane was, however, normal. Next day she complained of tenderness in the scalp and in the occipital region, pitting of the scalp was found; during the next two days more tenderness developed and the whole scalp became cedematous. Not until the fourth day did she develop any sign of true erysipelas; then redness of the skin of the forehead occurred. Recovery followed in a few days. I have seen yet another case where the cedema of the scalp was the only feature of erysipelas.
The third case was that of a man in whom cedema developed all over the scalp; finally abscesses occurred and had to be opened in about five places.
These three cases were undoubtedly cases of erysipelas due to the mastoid infection. IN a previous communication we proved that in cats labyrinth-extirpation is followed by disturbances of the movements of the alimentary canal. The movements and the emptying of the stomach are chiefly influenced. The influence is somewhat less on the movements of the small intestine and least of all on the large intestine. The disturbances are of a transient nature; in from ten to twelve days after labyrinth-extirpation the movements of the alimentary canal are normal again, but the other phenomena, for instance motor disturbances, are still clearly to be observed.
Influence of
In a partial operation, in which the bulla ossea is opened, and only the sympathetic nerves of the middle ear are destroyed, disturbances of the alimentary canal do not follow. Disturbances of the alimentary canal appear, however, when, sometime after unilateral labyrinth-extirpation, the other labyrinth is removed. After bilateral simultaneous labyrinth-extirpation the disturbances are almost as strong as those after unilateral-extirpation.
Lately a series of experiments has been made in order to examine the reflex-arcs associated with these disturbances: In the first series of experiments a bilateral vagotomv was performed in cats and after the animals had entirely recovered, the movements of the alimentary canal were examined carefully by X-rays, after the method of Cannon. Some time later unilateral labyrinth-extirpation was performed, and the next day the gastric and intestinal movemeats were examined once more. In a second series of experiments exactly the same examinations were made, with this difference only, that instead of vagotomy being ,performed, the sympathetic nerves of the alimentary canal were cut. Before these results are described the disturbances found after unilateral labyrinthextirpation are shown in a diagram, for the purpose of comparison ( fig. 1 ).
On the abscissa the time is set out in hours, from the moment in which feeding was finished. The ordinates represent total length of the loops of the small intestine moment at which the first shadow 'is to be observed in the cmcum. The continuous line shows the average of the records of six normal cats; the dotted line shows the average of the records of the six cats after unilateral labyrinthextirpation.
Renewed examinations gave the following results:
(1) The influence of unilateral labyrinth-extirpation on the movements of the alimentary canal in cats after bilateral vagotomy. 
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When comparing fig. 1 and fig. 2 , it is obvious that after bilateral vagotomy, labyrinth-extirpation exercises no noticeable influence on the gastric and intestinal movements.'
The length of time during which there is food in the stomach (line underneath the abscissa) is exactly the same both before and after labyrinth-extirpation.
Furthermore, after labyrinth-extirpation, a shadow in the cwcum (arrow) is to be observed in about the same time as before the operation. The filling of the ciocum begins even rather sooner after the labyrinth-extirpation than before. This is not of much importance, especially in view of the fact that the reverse occurred in the fifth case in which the food remained in the stomach during an equally long period.
The curves which point out the total length of the shadows of the small intestine in centimetres show but little difference, even less than would be expected, at the daily variations. On comparing fig. 1 and fig. 2 it is evident that in normal animals the entire curve is changed after labyrinth-extirpation, whereas the curve in the case of animals in which the vagi have been cut after labyrinth-extirpation shows but little change.
(2) The infltuence of unilateral labyrinth-extirpation on the gastric atnd intestinal movements in cats after the sympathetic innervation has been eliminated.
To eliminate the sympathetic innervation of the alimentary canal from the stomach to the ceecum, the post-ganglionic fibres were cut in their course, after a method elaborated by L3ngley and Magnus' for this purpose.
In experiments in which the whole innervation from stomach to anus was abolished. Fig. 3 illustrated one of our experiments. On February 23, 1932, Professor Bijlsma cut the sympathetic nerves that supply the alimentary canal. The first X-ray examination was made March 17, 1932. One labyrinth was extirpated, April 4, 1932. The animal was X-rayed again, April 5, 1932. When the diagram thus obtained is compared with those of former examinations, it is clearly seen that the curves are quite different.
After cutting the sympathetic innervation, but before the labyrinth-extirpation (continuous line), the stomach is empty in a little more than two hours, whereas the first shadow in the caecum is noticed after a little more than an hour (,), and is quite distinct after two hours and a half si. After the labyrinth-extirpation the 1 LANGLEY, J. N., and MAGNUS, R., Journ. of Physiol., 1905, xxxiii, 34. conditions are changed entirely. The first shadow in the csecum is visible after a little more than two hours and a half because of the section of the inhibiting sympathetic fibres, but the stomach remains filled with food for more than eight hours. Whereas the curve which indicates the shadow of the small intestine (----) shows the same typical change as the curve on fig. 1 in normal animals after labyrinth-extirpation. Only the beginning of the curve in fig. 3 rises more rapidly than in fig. 1 , which, however, is to be expected after the cutting of the inhibiting sympathetic fibres. We may therefore sum up our results by stating that the cutting of the sympathetic fibres of the alimentary canal does not neutralize the influence of labyrinth-extirpation on the gastric and intestinal movements.
We made two more similar experiments, but did not calculate the average of all three cases, because of the individual differences, shown in the diagrams obtained, after cutting the sympathetic fibres.
In all three examinations, however, the labyrinth-extirpation was followed by a diminished emptying of the stomach, a delayed filling of the large intestine and a typical change in the curve which indicates the total length of the shadow of the the small intestine. Our conclusion, therefore, is uhat, in principle, exactly the same phenomena were found to occur after labyrinth-extirpation in normal animals, as in animals in which the sympathetic innervation was abolished.
Conclusions.-After labyrinth-extirpation in cats the reflexes which govern the movements of the alimentary canal, pass for the most part or even entirely along the vagi. If both the vagi are cut before the labyrinth-extirpation, the latter operation no longer causes disturbances in the movements of the alimentary canal.
The elimination of the sympathetic innervation of the alimentary canal from the stomach to the ceecum by cutting the post ganglionic fibres in their course, does not neutralize the influence of the labyrinth-extirpation.
DisCu(88ion.-Mr. SYDNEY SCOTT: I think Dr. de Kleijn's interesting findings throw light on the occasional occurrence of diarrhcea associated with aural vertigo or Meniere's symptom complex. I would like to know if Dr. de Kleijn has ever found any changes in respiration after extirpation of the labyrinth, because in some cases we meet with dyspncea associated with aural vertigo.
Mr. F. C. ORMEROD: Quite recently a doctor came to consult me because while walking down Wimpole Street after a visit to his dentist he had had a most violent attack of horizontal vertigo; the whole street seemed to move from side to side. He just managed to get into the Underground lavatory at Oxford Circus and there had to stay for three hours (during wlitih time he was very giddy and continuously vomited and passed small motions). With some difficulty he eventually got out and went to the Middlesex Hospital, where bicarbonate of soda and atropine was administered to him. He was afterwards able to return home. These attacks had continued for several days. I found that one Eustachian tube was completely blocked; when this was cleared, the symptoms entirely subsided. In this case the alimentary canal was completely inco-ordinated and working most erratically, and the symptoms appear to have been due to irritation of the labyrinthine system. Dr. KERR LOVE: I should like to tell you of an experience which occurred a long time ago and which I fancy is associated with the kind of disturbances which have been described by Dr. de Kleijn. At the dispensary of the Glasgow Royal Infirmary, on one occasion a long time ago, I thought it my duty to deal with a piece of granulation tissue in the middle ear and in doing so I removed the stapes. In this case the symptoms occurred in a shorter time than in the experimental work just described. Within ten minutes my patient was on the -floor owing to giddiness, and within a quarter of an hour -.Uhe had'to be removed to the lavatory owing to diarrhaea and vomiting-she had to get rid of the contents of the alimentary canal. This was the most striking example of the association of the labyrinth and the alimentary canal which I have seen in my practice. The cases are from the Royal Aberdeen Hospital for Sick Children, during the eleven years 1922-1932 inclusive. In the North East of Scotland the disease in children is not rare, as these figures show, and I feel certain that there are many others-whom the otologist never sees-treated as cervical adenitis or abscess, the suppurative otitis media being overlooked. In this period I have seen in all forty-two cases (39 in children), but for these statistics I take the 36 treated by myself at tbe same hospital. I must admit at the start that not all were proved to be tuberculous. Up to the spring of 1929 the hospital was housed in old buildings without laboratory accommodation, and as the operations were frequently emergencies, the proper preservation of material for examination was impracticable. Bacteriological or pathological examination was performed in 15 cases with negative result in only two. Animal inoculations were not done. I freely confess that this communication may therefore be judged scientifically worthless, but as all the 36 cases presented history, symptoms and signs typical of the disease, I hope that my figures. may be accepted on a clinical basis.
AGE AND INCIDENCE.
No patient was over 6 years of age: 29 were under 12 months, and 17 under 6 months. All were admitted as "acute " cases on account, for example, of mastoid swelling or facial paralysis. (Incidentally, I may remark that mastoid swelling was present in 23 cases, and facial paralysis before operation in 17 and after operation in two.) In the same age-group for the same period were admitted 157 cases of ordinary acute mastoiditis; so that out of a total of 193, 36 were tuberculous -a percentage incidence of 18-65. This figure approximates to Milligan's. (The percentages are not submitted as authorietative, as the total figures are, of course, far too small for that; but expression in percentages is at least convenient.) The cases of chronically suppurating ears admitted for radical operation are not included, as in, my series the tuberculous cases are more comparable with the " acute mastoids." TREATMENT AND RESULTS. I began my treatment of the tuberculous cases on the principles laid down by authority-principles which have been emphasized, for example, by J. S. Fraser, more than once; namely that operation must be radical and extensive; that bone must be removed widely, the dura of the middle and posterior fossa being exposed,. as it affords a better defence against, the disease than does bone. I fear I neglected Milligan's warning that while it is necessary to remove bone freely, it may be better to operate in stages. When I took stock of my position at the end of the first five years, I found that in 13 out of 22 cases the patients had died in hospital, i.e. 59%. Of the operations in these cases, 16 were radical (eight of these patients had also~
